there are indications that, as in civil life, much more provision will be necessary in the future. Perhaps the best method for the army to adopt in the future will be to provide more facilities for special education in its own schools overseas. Provision for the ineducable (SSN) is probably the most difficult of the problems, and, if necessary, parents should be afforded financial help to obtain it, as happens for the child requiring special education.
A more generous policy on holiday travel would be beneficial to parents of handicapped children.
Great credit is due to the Institute of Army Education and the Army Health Directorate for the way in which the present excellent service has been built up in what is, at the best of times, a difficult field of endeavour. In this connexion the work of Major W G Russell RAEC (Retd) deserves special mention. His help in the preparation of this paper is also gratefully acknowledged. REFERENCES Education 1967 ,1, 70. HMSO, London Segal S S (1967 Prevention and case-finding of handicap begins at the antenatal clinic, for example, in cases of Rhesus incompatibility. Although the army medical services are now seeking to reduce the number of affected babies by the immunization of Rhesus negative women after birth of the first child, the problem is still with us.
Department of Education and Science (1968) Statistics of
Infants of low birth weight are a larger source of babies at risk of handicap. Table 1 shows the number of infants born in army hospitals overseas in 1967, and the number of low weight infants, which is in a proportion close to that for England and Wales. The need for 'at risk' registers is perhaps less than in civil life, because almost all infants born in military communities overseas are delivered in hospital, and those at risk can be passed directly to the care of the pediatric outpatient department from the neonatal nursery. Those smaller army hospitals where there is no pediatrician on the establishment, are visited by Command Consultant Pediatricians, who hold regular outpatient clinics and visit at any time to see acute problems.
The smooth working of this follow up is illustrated by the fact that the only two cases I can recall in which the mother was discovered to have at home a premature baby whose care was grossly inadequate did not originate in military hospitals. In one case, the very small premature infant was born in a National Health Service hospital, and when the mother was discharged, she went out to join her husband in Germany. On reaching a safe weight, the infant was discharged from the hospital to a foster mother, until the mother travelled from Germany to collect him. There was no communication from the local authorities to the army medical services. Some weeks later, the district nursing sister in the British Army of the Rhine (BAOR) discovered a rather deprived and backward premature infant in the parents' home, and referred him to the local army hospital. The second somewhat similar incident concerned a mother who was delivered as an emergency in a local German civil hospital. The rarity of these incidents ieflects the close watch that the highly qualified health visitors of the Soldiers', Sailors' and Airmen's Families Association (SSAFA) keep on their scattered communities.
As most infants are discharged from overseas military maternity units before ten days of age, the necessity for testing all infants for phenylketonuria placed a considerable strain on these hard worked SSAFA sisters. Following a successful pilot trial designed by Major E S Parry in two military hospitals in England, army-wide adoption of the Guthrie blood test, carried out in maternity wards on the sixth day of life, has been agreed (E S Parry 1968, personal communication).
In following up the infants at risk the army pediatricians test for deafness by simple clinical methods such as those of Sheridan (1958). Audiometry suitable for children from about 4 years of (Table 2 ). In the case of young infants suspected of partial nerve deafness, the army otologists usually refer the infant to the specialized units in England that are capable of elucidating this. The Institute of Otology, London, has enabled several mothers and babies from overseas to stay in their hostel during diagnosis and training of the mother. As with speech therapists, so trained teachers of deaf infants are only available in military communities overseas when they happen to have had the foresight to marry a soldier. Even where funds are available, there are few overseas garrisons large enough to justify employing highly skilled ancillary medical workers who are in such short supply even in England. The army medical services also have an opportunity to help the children of locally enlisted troops, for example in Singapore. Help to partially hearing cases is given in various ways. Microscopic aural surgery was available in the British Military Hospital, Singapore, together with one teaching-aid machine for the deaf. Hearing aids were purchased and the services of a teacher of the deaf who happened to be resident in Singapore were obtained on a sessional basis. Subsequently places were obtained for these children in one of the two schools for the deafone run by the State of Singapore and one by the Anglican Church. Teaching in both these schools was in English, which was not the first language of any of its pupils, and was not spoken at all by some of the parents. This apparently grave objection was only relative, since many of the children might have been treated as outcasts in their kampongs if they had not been diagnosed (T M 0 Morris 1968, personal communication).
When an infant is born with a handicap requiring frequent attendance at a highly specialized centre, there is no choice but to return the family to the United Kingdom, either by a home posting or by allowing the father to terminate his military engagement prematurely. Such a step does not guarantee the father a job and a house within reach of the specialized centre, and when the family as a whole is better off overseas, this constitutes a serious decision to take.
One example was a baby born in BAOR last year with phocomelia, involving both upper limbs, of unknown etiology. Blindness similarly requires return of the family from overseas. It is to be feared that there may be an increase in the incidence of partially sighted children, as seems to be occurring in civil life, following the survival of more premature infants whose lives have been saved by the use of higher concentrations of oxygen. Although, in general, parents of partially sighted children are discouraged from serving overseas, a case has occurred this year in which a British Forces Education Services school in BAOR has made special arrangements for the continued education of a partially sighted child whose parents were unwilling either to be separated from her or to depart from a normal military career. Table 3 shows the infants with meningomyeloceles and/or hydrocephalus born in army hospitals overseas in 1967. When a meningomyelocele can be closed without undue difficulty this is usually done immediately by the army surgeon on the spot. The infant is then returned to UK either at the suspected onset of hydrocephalus or, if that does not occur, at a time convenient to the family. A routine intravenous pyelogram in the neonatal period is becoming normal practice. Increasing awareness of the multidisciplinary approach necessary for the optimum care of such infants makes it doubtful whether they should remain for long in overseas communities.
As Colonel Archer has indicated, decisions as to whether spastic and other children with severe physical handicaps can travel overseas with their parents can only be made individually, taking account of the size of the garrison concerned, and its distance from a military hospital. When the child is of pre-school age and the principal requirement is for physiotherapy, and where the mother seems able to carry this out with only occasional supervisory visits to a physiotherapy department, the family's desire to accept an overseas posting may be respected. Wheel chairs are purchased for the family, and such apparatus as parallel bars can often be provided in the home by unit self-help. Two instances occurred last year of bed-ridden children, requiring almost constant nursing care, arriving in Germany from England. In both cases there was marked domestic tension, and the effect of such a problem in a small overseas garrison is considerable. It is difficult to know how to avoid this, since both families must have obtained, from their general practitioners in the National Health Service, certificates stating that the children were examined and found 'fit to travel and reside overseas'.
The problem of the severely subnormal preschool child has been referred to by Colonel Archer. Only in the larger garrisons might it be Table 4 No. of children in British army families in two overseas areas (1967) Age ( practicable to organize creches for infants with Down's syndrome &c. The fact that the children, the doctors and possibly the voluntary workers all move every two to three years, and require a few months to settle down and a few weeks to pack up, makes the organization of such play centres an even more difficult task than it is in England.
Garrison kindergartens or play groups are sometimes able to accept mentally handicapped toddlers, and to allow these and emotionally immature children to remain on after the age of 5 years. The advantages to them of mixing with normal children are now widely recognized. Colonel Archer's paper shows numbers of handicapped children overseas whose names have reached a register which is based on special educational needs. That this represents the 'tip of the iceberg' in relation to the total of handicapped children in overseas garrisons is illustrated by the fact that only two children under 2 years of age were on the register in 1967 and that, despite names removed, the annual increment is about 100. One source of delay in registering a higher proportion of the less severely affected children is concern that the fact of registering might discourage some parents, who are learning to treat the handicapped toddler as a normal individual. There can thus be no meaningful statistics of the numbers of children with some degree of handicap. The total size of the scattered community of children in two overseas areas may hint at the problem (Table 4) .
One facility for the severely handicapped is readily used. Military hospitals overseas have to be ready for any emergency, and therefore commonly have one or two empty cots at any time. These are utilized to enable the parents of such children to have a rest or a holiday. The cheerful atmosphere of a ward full of mentally normal children under the care of one of the 23 children'strained sisters now serving with Queen Alexandra's Royal Army Nursing Corps often has a dramatic effect in bringing out the personality of a severely handicapped child, so that there is an illusion that the IQ has jumped up in the course of a week or two.
In the outlying garrisons, the moral support and advice that the pediatrician endeavours to give in outpatient departments may seem distant and infrequent to the parents carrying their constant burden. This supportive role must fall in large measure to the army's general practitioner. An encouraging sign of our increased awareness of the breadth of peediatric responsibility is that a number of general practitioner officers in the regular RAMC have been given facilities to qualify for the Diploma in Child Health, and three have passed the examination this year. If, despite man-power difficulties, it were possible to maintain this momentum, one could foresee a time when all overseas group practices would have a doctor with post-graduate training in paediatrics. They would serve as a focus for voluntary lay activities on behalf of the small handful of variously handicapped children in their garrison.
In conclusion, the aim must be to improve facilities overseas for the handicapped child not in immediate need of the care of highly specialized centres. The fact that a career for the father and housing for the family are available to the soldier with a handicapped child indicates that in many instances a rigid policy of debarring such children from overseas garrisons would not be in the interests of the child, the family, the soldier or the service. There is no complacency in army paediatric circles about what has so far been achieved in the service of the handicapped, in relation to all that remains to be done. An Army Child Psychiatric Clinic An analysis of 130 consecutive unselected referrals to the child guidance clinic, Munster, BAOR, forms thebasis of this paper. The Munster clinic was the first to be opened, in 1965, as part of the development of a children's service with two separate components, a school psychological service and a child psychiatric clinic. The catchment area of the Munster clinic reflects the dispersion of our garrisons in Germany with the furthest point lying almost a hundred miles away. It serves a child population of approximately 18,000, with more than two-thirds of the children under the age of 11. In 1967, 120 cases were referred, suggesting an annual referral rate approaching 0-7% of all children under 18, or approximately 1X5% of school children in the area. These numbers provided the first major problem-how to provide treatment from the resources available.
